D e s c r i p t i o n o f p r e d i c t i o n g u i d e
The Framingham cohort was used to develop sex-specific Cox proportional-hazards regression functions relating CHD risk factors (age, blood pressure, cholesterol levels, current smoking, and presence of diabetes) to the occurrence of coronary death or myocardial infarction (CHD events). Functions relating the same CHD risk factors to CHD events were calculated by using each validation cohort's own data.
M a i n o u t c o m e m e a s u r e s
The Framingham scores were compared with the scores of each validation cohort for accuracy in predicting relative risks (RRs) for CHD risk factors, ability to discriminate between those who have CHD events and those who do not, and ability to predict CHD events in each cohort.
M a i n r e s u l t s
The Table shows the 5-year RRs for CHD risk factors from the Framingham cohort and the ranges of RRs from the validation cohorts. Discrimination was similar between the Framingham scores and the scores for each validation cohort. The Framingham scores predicted the 5-year CHD risk in white and black participants but overestimated CHD risk in Japanese-American and Hispanic men and Native American women. After recalibration, which required data on each cohort's CHD risk factor prevalence and CHD event rates, these overestimations were corrected.
C o n c l u s i o n
The Framingham scores predicted the risk for coronary heart disease (CHD) in white and black populations, but they need recalibration for risk factor prevalence and CHD event rates before they can be used in other ethnic populations. 
C l i n i c a l P r e d i c t i o n G u i d e
The Framingham scores overestimated the risk for coronary heart disease in Japanese, Hispanic, and Native American cohorts Heart Study database, the discriminatory power of the Framingham model was virtually as good as the best Cox model fitted directly to each of the databases. Even after controlling for the risk factors in the model, the participants in the Japanese, Hispanic, and Native American cohorts had lower overall CHD risk than did those in the Framingham cohort.
For clinicians caring for diverse populations, the relative importance of conventional CHD risk factors is roughly the same across ethnic groups, even when the absolute risk across these groups may differ. Clinicians who use Framingham equations to estimate CHD risk in individual patients should be aware that the current equations systematically overestimate risk in some ethnic groups unless they have been recalibrated for use in these groups. 
